discussion, Dr E Hawsley criticized this method on the basis that the elastic stocking was already compressing the artery below the cuff so that the measured cuff pressure was naturally reduced.
Mr P Magnusson (St George's Hospital, London) described a study in which patients were either put on the waiting list for operation for varicose veins or were provided with strong (Sigvaris) elastic stockings. He described many patients who were so pleased with their stockings that they declined surgery, and his waiting list had reduced from 163 to 112. During the discussion it was questioned whether such strong stockings were really necessary for the type of patient described.
Mr D Peat (Physicist, Segar Design, Nottingham) described methods of measuring the pressures exerted by elastic stockings and bandages. He pointed out that the site of measuring was important, pressures achieved being related to the radius of curvature through the Laplace relationship. The original water bag method was inaccurate due to distortion produced by the bags which could double the effective pressures. Similarly the Hohestein MPA method, in which the garment was put on a wooden former, then segments marked, cut out and stretched on a tensiometer, was also liable to inaccuracies due to the wooden former being circular in cross-section, unlike the human leg. The Hatra method, in which the garment was stretched over a rectangular frame and pressures measured with a transducer, compared well with the Nottingham University rectangular water bag method and the Borgnis stocking tester. In discussion, Professor Browse pointed out that, as longitudinal stretch was important, there should be a row of dots on the garment to maintain its proper position, and Mr J Hobbs (St Mary's Hospital, London) described an American stocking bearing two rows of coloured ovals which must make a circle in order to achieve proper fitting. Professor P Fentem (Department of Physiology, Nottingham University) described the attempts of a committee to achieve a British standard since 1970. Problems included the lack of accurate methods of measurement and also the failure of doctors to know precisely what they wanted. These problems had now been overcome and a British standard was now in draft. This sought to provide rational garment selection based on graduated compression values, to supersede the existing specifications for prescription which were based on the construction of the garment. Garment stiffness limits were also important and the Committee was recommending no greater change than 25% or 7% in calf circumference. The Hatra and Borgnis methods provided the basis for pressure measurement, as these had shown good correlation with each other and in different laboratories. Humidity was an important factor and stocking testing was carried out in a humiditycontrolled laboratory environment. In the discussion the work of this Committee was very much welcomed as putting some order into a hitherto chaotic prescribing situation.
In closing the meeting, the Chairman thanked the sponsors, Johnson and Johnson. This, the first meeting of the Venous Forum out of London, had achieved its success by very good organization and by concentrating on two important subjects -the post-thrombotic syndrome and its treatment and compression therapy. It Dr John P Horder (General Practitioner, London) spoke on 'Communication in general practice' and said that it was a subject about which there was most criticism of doctors. As part of a team with patients and consultants, communication was one of the most important skills of a general practitioner. There were complaints about absence of recognition, explanation, individual care, time, and of the same familiar doctor. The quality of the consultation was important, as half the advice to patients was not followed.
The general practitioner should offer breadth of knowledge, accessibility, and continuity of care. Medical education did not start at medical school, and family values and respect for others were essential. He had learned from Dr Balint how to listen; if a doctor only asked questions, he would receive answers but nothing else.
In the discussion it was pointed out that the College of Health was training patients to talk and that doctors should consider the patient's view about a particular problem. There might be a logical response to irrational fears which returned despite the apparent acceptance of an explanation. Dr Paul Julian (General Practitioner, London) pointed out that patients had defences which needed to be examined.
In a paper entitled 'Communication between medical professionals in hospital', Dr Lawrence Goldie (Consultant Psychiatrist, Royal Marsden Hospital, London) emphasized explicit, implicit, and non-verbal types of communication. These were common between doctors and were unwittingly designed to exclude others outside the group. By reducing patients to cases or examination subjects, they affected the character of the professional and reduced sensitivity and compassion. Professional groups could use special language, jargon or euphemism for their own security, but assumed that as a result patients would be less frightened. Such exclusive techniques could affect individual freedom and have a corrupting influence on the professional who used them. There had to be cooperation between the giver of health care and the victim without concern for group status. The problem was to train professionals to communicate with patients who virtually lived in another world. Medical auxiliaries had vivid experiences which they could not forget, whilst doctors had superficial experiences which they could.
In the discussion it was pointed out that doctors and nurses often did not know what the others had said, and communication was made more difficult because the patient saw many different professionals. One sick child had communicated best with a woman in the ward kitchen.
'Medical communication in its social context' was reviewed by John L Anderson (Department of Community Medicine, St Mary's Hospital Medical School). Attention devoted to communication between the doctor and patient was usually studied in isolation and separated from the social context. Such an approach needed to be complemented by a wider one which identified factors external to the actual setting of the communication. They were vital in determining the process of communication because of the constraints which they placed upon it. Social factors which might limit or enhance communication included third parties such as hospital administration, the doctor's superiors, and the patients' relatives, or differing lay and professional beliefs. Proper medical communication therefore depended on an understanding of lay and professional cultures and subcultures, an explanation of their differences, and a knowledge of their organizational context. Dr John Fox (Imperial Cancer Research Fund Laboratories) read a paper on 'The impact of information technology on medical communication'. Medical professionals, unable to acquire all the details in every field, were less able to appreciate the foundations of their decisions and practices and thus communicate their response to colleagues, patients, or society. Although computer systems could help doctors to make decisions, the machine had to be sufficiently understandable so that doctors could make their own assessments of recommendations. Medical expert systems could advise on diagnosis, investigation, or treatment. The technology was intelligible and accountable in that a doctor could order an explanation of the machine's reasoning and judge its validity.
Techniques available for the interpretation of legislation and regulations, and for advising about litigation, might be developed to determine when patients should be considered at-risk and thus referred or given priority. Information technology enabled the effects of different policies to be examined from several points of view; to determine whether the policy was consistent or likely to produce anomalies, had a complete coverage of eventualities, and gave the right action in the right circumstances. Knowledge engineering had shown that computers could use rules whilst its techniques could enable decisions to be made intelligible and policies accountable both to the medical community and a wider society.
The sensitive topic of 'Communication and industrial risk' was considered by Dr Robert Murray (President, Permanent Commission on Occupational Health). Amongst those who communicated were industrial physicians, occupational health teams, employment medical advisers, government agencies such as the Health and Safety Executive, employers' organizations, industrial trade unions, and the TUC. The media communicated sensational events. Methods of communication included confrontation, journals, and group opinion. The subject was complicated and the worker and employer should be told what they needed to know. If employers, workers, and the government each had technical knowledge and common objectives, there would be a scientific basis for communication within industry.
Speaking on 'Communication and medicine', Dr J P Griffin (Director, Association of the British Pharmaceutical Industry) stated that the purpose of communication was not just to pass a message but to cause a change, and therefore its value was judged not only on its purpose or content but by its effect on the recipient. Since the change had to have more advantages than drawbacks, good communication was difficult. The concept that therapeutic communication should be regarded solely as education or information for doctor, pharmacist and patient, or promotional, was anachronistic. Since the Medicines Act 1968, the Medicines Division of the DHSS was now involved with manufacturer and prescriber, not only on quality, safety, and efficacy, but also on educational and promotional material. Control of promotional expenditure might also have an unintended effect on medical journals, because of loss of advertising revenue.
Pressure groups such as the animal lobby, and those concerned with the promotion of drugs to the Third World, by involving the Home Office, Foreign Office, and WHO, had broadened the debate and led to a Tower of Babel. The media, concerned with new wonder-drugs or shockhorror stories, might not be acting so much as opinion leaders but merely transmitting the views of minority or pressure groups. The pharmaceutical industry, and the medical and pharmaceutical professions, had failed in communication in that they had not effectively countered reports containing half-truths and information created by pressure groups. There should be debate and freedom of speech, but the medical profession and the pharmaceutical industry needed to have the opportunity to present their case and not merely react to allegations. It was the patient, the most important individual in this context, who was most confused.
Sir Cecil Clothier KCB QC (Health Service Commissioner for England) then dealt with 'Communication and patients' complaints'. It was a truism that most complaints could be traced to failures in communication, either between the service or department of state and the citizen, or within the service or department. On admission to or discharge from hospital, there were possibilities of either not talking at all or not clearly enough to fellow members of staff, patients, relatives, or all three. The need to listen sympathetically and explain carefully had never been greater in a society taught by the media to question its fate and challenge the decisions of authority. Certain problems might be intractable, such as the barriers to communication erected against the receipt of bad news. There could be no general rule about giving full information before obtaining consent to treatment, but each case ought to be decided individually. Medicine apart, we had a duty in common humanity to talk to each other and do it well.
HUGH L'ETANG Post-marketing monitoring of drugs'
In his introductory welcome at a meeting on 10 January 1985, which was designed to foster collaboration amongst a range of disciplines pertinent to the post-marketing monitoring of drugs, Dr M C Pike (Imperial Cancer Research Fund) reminded us of the type of practical problem liable to undermine the most careful study of adverse reactions. In his investigations of oral contraceptives and breast cancer it has proved very difficult to identify retrospectively which of the 125 formulations of contraceptive pill was prescribed. A restriction on the number of available formulations and a simple but clear method of identification would have been invaluable. 
Regulatory view

